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GoToMeeting Control Panel
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Poll

How many HCAs do you project to include on
your initial application for a Home Care
Organization license?
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Objectives

» Session One
» Overview of the background check process
» Overview of the exemption transfer process
» Session Two
» Overview of the draft Home Care Organization application package

» Discussion of the Home Care Organization fee methodology

» Wrap Up/Next Steps




Application Flow for Home Care Organization Applicants
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APPLICATION FOR A HOME CARE ORGANIZATION LICENSE (HCS 200)

FOR DEPARTMENT USE ONLY REFPLY TO:
REGINAL OFFICE:
COUNTY: ORE. NUMEES:
DATE: ACTION TYFE:
D BY: ORG. TYPE:
1. AFPLICANTIS] MAMEIS] (PLEASE PRINT) 2 RECUESTED ACTION ONE)
CHANGE WITHN
O A mma Mo O = o
O = E  CTHER (mpeciy)
O e c‘}aﬁ% mon
3 APPLICANT MALING ADDRESS oY [ ETare 2IP CODE. \MEn
/ N
4. APPLICATIOM | | A INDNIDUAL | | B. PARTMERSHIP /C. MO CORPORATION lq/é. LIMITED
FILED BY: 0. PROFIT CORPORATION E. COUNTY F AGENCY P
£ HOME CARE CRAANIZATION NAME \*mﬁ?\/ / AREA CODEITELEPHONE
[
B HOME CARE ORGANZATION STREET ADCREES oY IF COCE ALT_FUELIC TELEPHCNE
()
7. HOME CARE ORGANIZATION MAILING ADDREES 7\ \ \ STATE 2P CODE
1

5 ADMPISTRATOR OF PERSON N CHARGE OF ORGANIZATICN M \\/ 5. TOTAL#0F ADES (IF CFERATING)
0. BUSMNESS OFFICE HOURE: 1. FROFERTY
O oww O I Fr

114 MAME, ADDRESS AND FHONE NUMEER OF PROPERTY EM\K i (
. PN
12 WAS THES CROANIZATION PREVCUELY \FYES, AHD LICENSE
Ovs: O wo / »Z—\

13, ENTER THE INFORMATION EELOW FOR FN:I.ITY EBII:E{'II'LC‘.D\HEF RESIDENTIAL CARE FACILITY FOR THE ELDERLY, RESIDENTIAL CARE FACILITY FOR

FERECME WITH CHROMIC LISE-] ILLMESE, r, DAY .F\M.I.\'WMI{&E. EMPLOYER-SFOMNSORED CHILD CARE CENTER, OR HOME CARE
CRIGANIZATION PREVICILIELY DR CLRRENTL!

FACILITY MAKME AND UCEREING AGENCY NALE:

m

Bl THE STATLTES AND REGULATIONS IWHICH PERTAN TD MNVROUR LICENEING CATEGORY PRIOR TO THE ISELMNCE OF MWOLR LICENEE.

£ WE SHALL EWSI RS0NE SUBJECT TO FNGERPRINT RECUAREMENTS SHALL HAVE A CALFORNA DEPARTUMENT OF JUSTICE CLEARANGE OR A CRUMNMAL
RECORD H 7 , RESTDENCE OF INFTRAL PRESENCE IN THE ORGAMZATIONAS
0. PWE SHALL CETAMN. FRCAT THE DEPARTMENT FRIOR TOMANING ANT CHANGETS) THAT AFFECTE THE TERMS OF THE LICENZE.

15 FWE UNDERSTAND THATMWE HAVE THE RIGHT TOARPEAL ANY DECISION RECARINNG THE DISPOSITION OF THIZ APPLIGATION

5. YWE DECLARE UNDER FENALTY OF FERIURY THAT THE STATEMENTS O THIS APFLICA TIOW ANDH ON THE ACCOMPANYIMG ATTACHMENTS ARE CORRECT T THE BEST OF MTUR
FNOWLEDGE.

7. FWE AMBRE AUTHOREZED TO SKEN THIS APFLICATION O SEMHALF OF THE NAMED APFLICANT,

BIENED TITLE COUNTY WHERE. SIGhED DATE

BIGMED TITLE COURTY WHERE. SISHED DATE
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APPLICANT INFORMATION (HCS 215)

BUSINESS EXPERIENCE
This form must be completed by all applicants for 3 Home Care Organization Beense, (Le., all indAdduals, esch parner in 3 partnership, or chief
execulive officer or authorized representalive in a corporafion.) If more space is required, atfach addifional sheet Type or prind cleary. A HAVE YOU DWMED OR OPERATED A BUSMESST [0 vEs [0 MO 1F YES PLEASE GOMPLETE THE FOLLOWING
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ALORESS o0 E
[ //P\\ Type Period Held Issuing Agency

THER NAMEIE) USEDEY APPLCANT Av \ \ //*>

EDUCATION v N e

WORK EXPERIENCE. BEGIN WITH ¥YOUR MOST RECENT WORK EXPERIENCE. LIST ALL EXPERIENCES AMD RIODS OF
Circle highest completed grade: 1 2 3 4 5 & y/ /B/ 9/\\ 10 T UNEMPLOYMENT IN THE LAST SEVEN YEARS. INCLUDE WORK EXPERIENCE FROM MORE THAN SEVEN YEARS, IF NECE !
WAL MO LOCATION OF HIGH SCHEOL \ \/ n?nm BED CATE Datec Mame and Address of Employer Baclo Duties \/ \qunn Il;r\h‘uvhn
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DESIGNATION OF HOME CARE ORGANIZATION RESPONSIBILITY (HCS 308)

Licensed Home Care Organizations are required to have an authorzed person continuously present during business hours to represent
the Home Care Organization and to accept licensing reports. Licensees shall use this form to delegate the above authonty to
appropriate staff. Applicantsflicensees who are corporations shall attach board resclutions authorizing this delegation.

DATE

HOME CARE CROANIZATION MAMVE

HOME CARE ORGANIZATION NUWMBER
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EMPLOYEE DISHONESTY BOND (HCS 402)

HAME
ADDRESE oY ETATE IF CODE
BONDING COMPANY
BONDING COMPANY ADDRESS oY
LOCAL AGENT NAME
The addresses shown above for licensee and Bonding Company will
service of notices, papers, and other decuments.
BE IT KNOWHN THAT:

successaors and assigns, jointly and severally.

WHEREAS Health and Safety Code section 179642 requires certain applicants for
Department of Social Services a surety bond; and

WHEREAS the licenses has applied to operate a Home Care Organi:

MOW, THEREFORE, the surety is liable on this bond in the event the
Care Organization clients.

The Home Care Organization coverad by this bond is:

i 7 N <
/S /

[ NOTE: IF OTHER [FATIONE ARE CIOWERED B THIS BOND, SFECIFY O & SEPARATE,
ATTACHED PAGE THE ADDRESE, HOME CARE DRGANIZATION LICENSE NUMEER, AND THE BOND
AMOUNT FOR EACH CARE OROANZATION

——

handlimg of client money or property may bring an action in & proper court on
covered by the bond.

ection 886,320, This bond is effective ,andr in
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HOME CARE ORGANIZATION PERSONNEL REPORT (HCS 500)

INSTRUCTIONS: This form is intended fo provide the Department with a list of all facildy personnel, including voluntesrs and
licensee. Report any changes in personnel fo the licensing agency as required by Health and Safefy Code Sechion 1796.43.
Send original to the Department and retain copy in the Home Care Organization file.

HOME CARE ORGANIZATION REQUIREMENTS: The Home Care Organization must ensure anyone who has contact with clients, prospective clients, or confidential client information has met the following
requirements pursuant to Section 179643 of the Health and Safety Code. Documentation must be kept in personnel file for department review.

HOME CARE ORGANIZATION NAME PREPARED BY DATE
HOME CARE ORGANIZATION NUMBER TYFE
INITIAL APPLICATION 0 RENEWAL APPLICATION
TRAINING REGUIREMENTS
CRIMINAL |\ TUBURCULOSHS TEST (Enter hours in applicable
NAME OF DATE POSITION B"‘C(':(HGER[?:"D THE HCA Caimmng
EMPLOYEE/VOLUNTEER EMPLOYED CLEARANCE, | REGISTRY
EXEMPTION (YiN) DATE RES ¢||= P EL:@I :
OF TB TEST TRamihG | TRAINING

AN
VAV 20 SN
AN S c——
|

SIGNATURE \// HAME (PRINT) DATE
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PERSONNEL RECORD (HCS 501)

{Form to be completed by empioyee at the fime of hire)

- - - LTSN\

— ST N

SOCIAL EECURITY NUMBER: (VOLUNTARY FOR ID ORLY) 'DATE OF LAST TB TEST GWV
HAWE ¥OU EVER BEEN EMPLOYED UNDER & DIFFERENT hakE? [ wves Nﬂ( WMT&;\
T
DOYOU FOSSESS & VALID CALIFcRMADRVER s LicEnsEr [ ves [0 wo DRIVERE mﬁz\.ﬁ{g»ﬁyﬁnnmmmm O v O wo
DL HUMBER: ik EXPLANON TE SHEET OF PAPER AND ATTACH T THIZ FOR
™, Pasmd!urbﬁungaﬂ T

e =V \° ==

EMPLOYME
{Lisi tnérece( penepsz ﬁﬁ\aﬂtﬁtmﬂg‘:ﬂnﬁ needed, please aftach 3 separafe page.)

NAME AND ADDRESS OF ENRLOVER"~ | AREA CODEN—] JOB TITLE AND REASON F oR DATES

_|—TELEFHONRE TYPE OF WORK LEAVING FROM T0

NN T

4NN N

AN

NN ) L

I hereby certify u nderpenalynf_peqlryﬂlalﬂleabﬂushhmnnlsaetuemdm
1 give my per for any necessary verification.

EMPLOYEE SIGHMATURE DATE:
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Next Steps
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Acronyms

AB
CBCB
CCLD
CDSS
DOJ
EM
FAQ
H&SC
HCA
HCO
HCS
HCSB
HCSCPA
LPA
RO
TL

Assembly Bill

Caregiver Background Check Bureau
Community Care Licensing Division
California Department of Social Services
Department of Justice

Evaluator Manual

Frequently Asked Questions

Health and Safety Code

Home Care Aide

Home Care Organization

Home Care Services

Home Care Services Bureau

Home Care Services Consumer Protection Act
Licensing Program Analyst

Regional Office

TrustLine




Contact Us

For more information regarding the Home Care Services
Consumer Protection Act, please contact the Home Care
Services Bureau by e-mail at HCSB@dss.ca.gov or by
telephone at (916) 657-2592.




